Objective Familial Mediterranean fever (FMF) 
Introduction

Familial Mediterranean fever (FMF) is a disease seen mostly in people of Middle East and Mediterranean descent, with autosomal recessive inheritance and is characterized by recurrent and self-limiting fever and abdominal pain, pleuritis, and arthritis attacks. Recurrent peritonitis is one of the chief manifestations of FMF and it can range from mild to severe and may present as diffuse or localized (1). The presence of recurrent peritonitis may lead to peritoneal adhesions and intestinal obstructions. In clinical practice, appendicitis, ileus/subileus, cholecystitis, and renal colic may be perceived as causes of abdominal pain before a reliable diagnosis of FMF has been achieved, which may lead to misdiagnosis and inappropriate treatments. In this report, we evaluated the frequency and reasons for abdominal surgeries performed on patients with FMF.
Methods and Patients
years (3). In this period, some patients may be subject to unnecessary abdominal operations. The most common abdominal operation performed in FMF patients is appendectomy (3). The frequency of appendectomy in a nationwide multicenter study evaluating 2838 Turkish FMF patients was 19% (3). Since there has been no study investigating the frequency of appendectomy in the general population in Turkey, we compared the frequency of appendectomy in FMF patients with matched healthy individuals. As was expected, the frequency of abdominal operations in FMF patients was significantly higher than those of healthy individuals. In a nationwide multicenter study including 7520 patients with irritable bowel syndrome, appendectomy prevalence was found to be 4.8% (4). In a study conducted in Israel, the rate of appendectomy was found to be 9% in patients with FMF (5). The real acute appendicitis is 5% when the appendectomy material is re-examined. In another study, the frequency of appendectomy in FMF patients was reported to be 16% by Berkun et al (6). Berkun et al also reported that even after colchicine use, FMF patients are still not far from a higher risk than are healthy individuals for developing intestinal obstruction either spontaneously or as a post-surgical complication (7). Furthermore, abdominal emergency can develop in FMF patients without prior abdominal operations. Çiftçi et al showed that intestinal obstructions can occur in 3% of patients with FMF who had not undergone a prior laparotomy (7). It has been speculated that the presence of neutrophils in the inflamed peritoneum may give rise to peritoneal adhesions (8). It is very crucial to differentiate FMF attack from adhesive intestinal obstruction because all clinical and laboratory features of FMF peritonitis such as abdominal distension, rebound tenderness, rigidity, fever, leukocytosis are also found in the course of intestinal obstruction (9). However, abdominal findings of the FMF attacks subside within 24 hours of course while the clinical picture progressively worsens in adhesive intestinal obstruction and acute appendicitis (9). Kisacik et al suggested that increased procalcitonin levels could be a useful test in the differentiation of acute appendicitis from abdominal FMF attacks (10).
Although 
